Abstract: With a rising older person population with increasing life expectancies, the demand for care homes will increase in the future. Older people in care homes are particularly vulnerable due to their dependencies related to cognitive and/or functional self-care challenges. Although many care homes provide good care, maltreatment and abuse of older people can and does occur. One major step in preventing and addressing maltreatment in care homes is having comprehensive and responsive policy, which delineates national expectations that are locally implemented. This paper examines the literature related to maltreatment in care homes and argues for policy based on a multisystems approach. Policy needs to firstly acknowledge and address general societal issues which tacitly impact on older person care delivery, underpin how care homes and related systems should be operationalized, and finally delineate expected standards and outcomes for individual experience of care. Such a policy demands attention at every level of the health care and societal system. Furthermore, contemporary issues central to policy evolution in care homes are discussed, such as safeguarding education and training and fostering organization whistle-blowing protection.
Introduction
The development of care homes resulted from a societal need to look after vulnerable people with complex needs of care. Care homes represent a communal environment where health and social care staff meet the cognitive and physical needs of residents on a 24-hour basis. The terminology to describe care homes is diverse, such as group homes, nursing homes, residential care facilities, and long-term care for older people. 1 In addition, Daly and Szebehely 2 observe that care delivery within such facilities can vary and is dependent on issues such as historical and cultural influences, government funding, and intergenerational solidarity. One of the most fundamental issues for these care facilities is to ensure that residents are free from maltreatment, and having appropriate, multilevel systems and policies in place to prevent the abuse of older people is, consequently, essential. This is particularly important in the context of the diverse and complex vulnerabilities that the residents have. Yet, maltreatment in formal care tends to be taboo and can be undisclosed publicly, due to factors such as being unrecognized, trying to avoid negative publicity, workplace conditioning and culture, personal fear of repercussions following disclosure of care delivery concerns and staff confusion regarding confidentiality. [3] [4] [5] Furthermore, the experience of maltreatment in care homes cannot be separated from broader institutional-level and, indeed, societal-level issues.
The number of older people is increasing in all countries as well as the relative percentage of older people within national populations. 10 The greatest proportionate increase is in the older old age group. 11 Consequently, concurrent with this demographic change is an increased demand for care home places as age is a prominent risk factor for health decline in the context of both physical and cognitive well-being. 12 An older person may need to be admitted to a care home due to the following three main reasons: 1) when his/her ability to function independently has become challenged; 2) when available supports have become challenged, and therefore, living at home is considered risky or too difficult; and 3) when he/she requires recuperation following an acute illness or surgery or requires end-of-life care. 1, 13 Certainly, admission is associated with an increasing vulnerability in the older person's personal circumstances wherein living independently or with available supports becomes too challenging as risk factors increase.
Elder abuse
Traditionally, maltreatment in relation to older people has been considered "elder abuse" and is closely related to interpersonal relationships. Elder abuse is a form of abuse that has only received formal attention in recent years. Baker 14 published an article that identified the maltreatment of older women. Since that publication, a corpus of knowledge has emerged, which has focused on defining, identifying, and ameliorating elder abuse. Although the issue of defining elder abuse has been contentious, 15 the United Nations 16 This definition has limitations, as it centers around who is the perpetrator and also the subjective interpretation of the "abusive" act by the older person. Mowlam et al 19 observed that there is a lack of distinction between elder abuse and other forms of interpersonal conflict and problems with classifying experiences. Elder abuse has also been divided into the following typologies: physical abuse, sexual abuse, financial/material abuse, psychological abuse, and neglect and discriminatory abuse. However, the issue of self-neglect is confusing with it being recognized as elder abuse in the policy of some jurisdictions while being specifically excluded in others. Another important issue is that formalized definitions have been generated by researchers, case management practitioners, and legal commentators. Studies that consider an older person's definition of elder abuse have drawn on expanded understandings which highlight ageism, the loss of self-determinism, the relevance of age itself, and the deficits in statutory services.
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Prevalence of abuse in community settings
Most prevalence studies of elder abuse have been undertaken in community settings with older people with cognitive capacity. These studies indicate that elder abuse ranges between ∼2% and 10%, 2, [24] [25] [26] with one study highlighting that only 1:24 cases come to the attention of formal services. 27 Prevalence studies of elder abuse within populations of older people with dementia are more challenging to conduct and generally focus on data collected via caregivers. However, such studies demonstrate a much higher prevalence of 27.9% 28 and 62.3%.
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Prevalence of abuse in care homes
Studies on the prevalence of maltreatment within care home environments are sparse and tend to focus on staff perpetration of abuse. [30] [31] [32] There are marked differences in maltreatment in the domiciliary environment and care home environment. First, although there is an expectation of trust, in care homes this is based on formal contracts of care delivery by paid staff. Second, living in a care home may mean sharing room space with another unfamiliar resident and certainly mean the negotiation of communal spaces, such as 
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Protecting care home residents from mistreatment and abuse recreation or dining areas. In being admitted to a care home, the individual becomes part of a community wherein it is impossible to avoid contact with other community members (staff and/or other residents). In addition, even in the most open care homes, there is generally some submission to organizational routines, with regard to visiting times, sleeping times, meal times, recreation times, or medication times. Compounding these characteristics of care homes is the fact that many older people experience reduced social networks as they age and care homes tend to have inward communication (ie, visitors) with the external world rather than multiple external communication patterns (older residents going out to the community).
Commentaries on abuse in care homes can be traced back to the 1960s and 1970s. 33, 34 Similar to the community setting, resident risk factors, such as having a negative functional and cognitive status, have been shown to be related to maltreatment. 32, 35 However, an additional risk factor is that care home populations tend to be in the older old age group, thus increasing potential vulnerability. 36 Situational risk factors consider the specific context that leads to abuse, for example, poor supervision or a closed culture of care. 36 In the study by Drennan et al, 32 high levels of staff burnout, ageist attitudes, and the experience of residentrelated and facility-related issues were associated with neglect of residents, while, similar to the findings of Phillips and Guo, 31 care facility size, staff nationality, burnout, and low job satisfaction were associated with physical abuse.
Prevalence figures of abuse in care homes vary according to data collection sources (eg, observing the abuse by a colleague and self-reports of abuse), methodological approaches, and timescales used, 32 with neglect and psychological abuse perpetrated by staff members being the most common form of abuse. 33, 37, 38 An early prevalence study in the US indicated that 36% of staff witnessed abuse in the previous year. 30 In the German study by Goergen, 39 it was found that 70% of staff had perpetrated abuse in their interactions with older people, while in Israel, this figure was identified as 54%. 40 In Ireland, Drennan et al 32 identified that 57.6% of staff had observed another staff member perpetrating abuse in the previous 12 months. However, it is likely that such figures are underestimations. 41 In addition to the dyadic forms of abuse identified earlier in this paper, systemic institutional abuse and abuse related to physical and chemical restraints as well as inappropriate environmental conditions and impoverished staffing levels, high staff turnover, and an inappropriate skill mix have been highlighted in the literature. 30, 32, 39, 40, [42] [43] [44] A notable observation by Hyde et al 45 is that the convergence of multiple minor changes or deficits could predispose to the "perfect storm," wherein individually such issues are manageable, but when occurring together or allowed to deteriorate, the quality of care could be significantly affected.
In relation to skill mix and staff ratio, the level of dependency of the older person (cognitive or physical) should have an impact on the level of required staff competencies to avoid inappropriate responses to the needs of care of the residents. 31, 45 Harrow Council 46 defines institutional abuse as:
[…] the mistreatment of people brought about by poor or inadequate care or support, or systematic poor practice that affects the whole care setting. It occurs when the individual's wishes and needs are sacrificed for the smooth running of a group, service or organization.
In particular, neglect of residents can be associated with institutional-level abuse. 40 Furthermore, issues such as small isolated facilities, 31 institutional size, 31 and for-profit status have been linked to higher rates of mistreatment, [47] [48] [49] which may be influenced by a desire to maximize profit margins. Another study has also observed that the general business environment affects ethical conduct of management and recommended that such issues are important policy considerations for positive service delivery outcomes.
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Using a human rights lens
Within the domain of elder abuse, using a human rights approach has been integrated into both viewing abusive activities and a benchmark to respond to rights violations [51] [52] [53] [54] and is closely aligned to the concept of personhood and personcentered care. Upholding human rights is considered a "first responsibility" of all governments 53 and provides protection for vulnerable groups. 55 A human rights lens has engendered recent debates regarding the potential of a specific human rights convention for older people 56 with a specific openended working group being established in 2010 within the United Nations. The advantages of such a convention are seen to counteract tacit obstacles to the enjoyment of human rights by older people such as age discrimination and ageism. 57 Within an application of human rights to older people in nursing homes, Quinn 58 argues that policy priorities have favored an anti-human rights approach in the expansion of care homes without a consideration of other novel options to allow older people to remain in their communities. A rights-based approach can illuminate inconsistencies in relation to care homes such as the right to liberty. For example, often, leaving the care home is not permitted without an accompanying 
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Phelan person, even in the event of having full capacity to do so. Moreover, the potential to return to community living is not promoted as a viable option in care for many residents. Issues related to other rights pertain to the right to privacy, the right to a family life, the right to be free from torture, and inhuman or degrading treatment or punishment. In addition, the right to an effective remedy can also be challenged when the issue of ageism in health care is considered. 57 Furthermore, the WHO 59 has highlighted the close relationship of sexual rights and human rights; yet, Benbow and Beeston 60 argue that issues such as a lack of accommodation (information and pragmatic) to physical and cognitive health challenges, a lack of privacy, environmental limitations, and ageist attitudes can prevent an older resident's fulfillment of sexuality needs, despite this being an essential part of an individual's life. 59, 61 Although many of these issues are underresearched in the context of care homes, a rights-based approach has very fundamental advantages in terms of policy articulation in care homes.
Aggression by residents
A focus of recent care home research is the area of resident to resident aggression (RTRA). As with any human interaction, there is a potential for conflict. Although conflict may occur between residents with and without cognitive challenges, there is a high prevalence of older people in care homes who have dementia with many presenting with behavioral and psychological symptoms of dementia. These symptoms include aggression, agitation, and psychosis 62 all of which may have an impact on the safety of coresidents. While the maltreatment of residents in care homes has generally focused on staff-resident maltreatment, RTRA is the most common form of abuse. 63 RTRA may be defined as […] negative and aggressive physical, sexual or verbal interactions between long term residents that in a community setting would likely be construed as unwelcome and have a high potential to cause physical or psychological distress in the recipient. 64 Despite its significance in quality of life for older people in nursing homes, RTRA victims can be more neglected by staff and RTRA has both physical and psychological consequences for victims. 65, 66 In addition, response systems can lack clarity with Lapuk 67 commenting that it is considered a normalized part of living in a nursing home. Yet, one study in the United States 68 identified that 6% of older people had police contact after placement in care homes, with the major referral issue being RTRA. In a qualitative study using staff members in care facilities, Rosen et al 69 identified 35 types of RTRA within the domains of physical abuse, verbal abuse, and sexual abuse, with verbal aggression being the most prevalent. These types were further reduced by a subsequent work by Pillemer et al, 64 and the following five categories resulted: invasion of privacy, room-mate altercations, hostile interpersonal interactions, unprovoked actions, and inappropriate sexual behaviors. An important finding in the study by Rosen et al 69 related to policy is that many of the identified incidences were considered to have triggers, particularly related to communal living experiences and adjusting to a multiethnic and multicultural environment. Moreover, the study suggests that comingling of residents with and without dementia is a significant factor in RTRA. Acknowledging the prevalence and impact of RTRA within emerging research, it is essential that appropriate responses are engendered in policy, taking into account the orientation to communal living, to ensure the safety of residents.
Closely connected to RTRA is the prevalence of resident to staff conflict, which has been identified as a common staff experience. Drennan et al 32 reported a prevalence of 91.8% in a 12-month period, and Morgan et al 70 reported a prevalence of 88.9% in the previous month. These conflict situations were closely connected to dementia behaviors. Thus, in relation to both RTRA and resident to staff conflict, a fundamental issue for policy in care homes is that staff are equipped with appropriate skills and competencies to manage challenging behaviors in a contemporaneously, sensitive and competent way to prevent occurrences and prevent escalation of such situations. The imperative of having appropriately trained and, indeed, specialist staff to meet the acuity needs of residents is an issue policy has to acknowledge as populations in care homes require specific and specialist person-centered care, which enables outcomes focused on the quality of care.
The focus of policy
Vulnerable older people are high consumers of care home services, yet issues of mistreatment in such facilities represent a serious societal issue. 51, 71 There have been concerns globally regarding care homes where negligent practices, poor service delivery, and maltreatment have been illuminated in scandals, via means such as undercover documentary evidence, inspection reports, public inquiries, or serious case reviews. [72] [73] [74] [75] [76] The objective of such a public scrutiny is to highlight poor care, learn lessons, improve service delivery, and make relevant policy recommendations. With regard to the overall function of policy, it provides a set of 
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Protecting care home residents from mistreatment and abuse guiding principles and a statement of intent with the purpose of achieving defined outcomes. However, in the history of care homes, the tendency is that policy is reactive to such scandals rather than being proactive to prevent them. 15 Thus, the need for comprehensive and dynamic policy to prevent abuse and protect residents is fundamental to care delivery. Moreover, as more research is undertaken into the context and experience of living in a care home, the imperative nature of responsive policy is apparent in order to meet the needs of the emerging care home population.
Protecting residents from harm requires a multifocused, multisystem comprehensive policy that is underpinned by principles of resident autonomy and excellence in quality care. Fundamentally, a person-centered approach is central to care delivery, where staff engage in therapeutic relationships that prioritize personhood, self-determination, respect, and dignity. 71, 77, 78 Policy aims to potentiate positive aging, 79 promote social integration, and assimilate lessons learned within inquiries. 45 However, the individual experience of care excellence does not always occur in a cohesive way. The national policy needs to identify expected standards grounded in evidence-based practice to facilitate responsive services that are consistent in delivery. 80 Understanding the alignment of the national policy to resident experience is potentiated using an ecological, systems-based approach. 81 Aligning positive practices within the macro-, meso-, exo-, and microsystems underpins safe care, and each level is implicitly interconnected. In the context of care deficiencies, it is imperative that a multisystems approach requires attention not only to emergent issues but also on how such issues are interrelated to produce maltreatment, missed care, 82 failure to rescue, 83 or never events. 84 Consequently, it is the organizational conditions within which care deficits occurred that are examined as well as the particular negative outcome(s) itself.
Policy needs to acknowledge the macrosystem within which beliefs and values of societies in relation to older people emerge and acknowledge how such perspectives (such as ageism) can have an impact on care delivery and care experience. For instance, a global debate is necessary on the need to diversify care delivery options as care homes are the most dominant and, in many countries, unilateral way of caring for older people with heightened care needs. Funding needs to be flexible taking into account need and choice. Quinn 58 observed, for example, that disparate funding for domicile living as opposed to care homes means that it could be more economical and congruent to the individual's choice to increase care in terms of services delivered to a person's home, yet, the person may have little option but to enter a care home as funding availability is separately ring-fenced for both settings. Indeed, the ethical issue of prioritizing the older person's wishes and happiness with choice can be subsumed by family demands, a dominant focus on risk or medical advice. 85 In addition, apart from planned rehabilitation or convalescent care, few care homes integrate a focus on the potential to return to the domicile. Once such perceptions are acknowledged, response systems can be orientated toward addressing deficits. As discussed earlier, benchmarking care delivery against human rights standards also provides a way of ensuring that paternalistic and ageist practices are exposed and addressed appropriately.
The presence and influence of regulatory bodies for care homes can have a significant impact on quality of care, risk management, and monitoring of such care. 15 Such regulatory bodies require legislative imperatives in terms of mandated monitoring, inspection, and registration of care homes in order to promote standardized care experiences and protect each resident from harm. Another example where comprehensive legislation is essential is in relation to mental capacity. Legislation needs to promote a functional approach to capacity and prescribe care mechanisms that promote the individual's will and preference, particularly when capacity is diminished.
Within an exosystem, the culture of systems of care needs to be examined, for example, profit or not-for-profit care homes, mission statements, leadership and management, skill mix, staff retention, and other processes of localized care delivery. Thus, this considers issues such as how the organization has an impact on how staff conduct their work. 45 Having robust risk management systems in place is essential to identify, respond, manage, and monitor risk 86 and needs to be both proactive and reactive. Risk management occurs on multiple levels, for example, having regular risk management assessments for individual residents (based on personal characteristics) and risk management of the environment (physical setting, staff ratios, health, and safety). In particular, the management of local complaints needs to be clarified in policy where responses to any resident complaints of maltreatment are not met with threats of their having to move from the nursing home 43 representing a further exacerbation of abuse.
The third level, the mesosystem, is articulated on how the residents' autonomy, rights, dignity, or social connectedness (family, community) is maintained and promoted. For example, an important mechanism to support an older person's rights is accessibility to an independent advocate, Risk Management and Healthcare Policy 2015:8 submit your manuscript | www.dovepress.com
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Phelan who can counteract powerful voices of families and professionals and can give strength to the older resident's perspective, will, and preference. It also encompasses how staff are trained and demonstrate competency in areas such as person centeredness, regular timed resident assessment, safeguarding, communications (relatives and residents), and resident need-related competencies. Again, the use of a human rights lens can stimulate staff to question poor practice and discuss how rights can be promoted. This is particularly relevant in the context of dementia-related care, where decisions may be taken on behalf of the resident in a paternalistic way. A final issue worthy of specific consideration is that of safeguarding residents from financial abuse. This form of abuse may be occurring without the older person's knowledge and is one form of abuse that may be remote to the older person. 15 For example, the management of bank accounts and other assets of the older person may be allocated to a third party (eg, through power of attorney), particularly in the case of cognitive impairment, and siphoning assets or not acting in the resident's best interests would be an instance of financial abuse. Policy needs to give guidance in this area and also in relation to strict accountability and management of any funds the care home manages on behalf of the resident.
Finally, a microsystem's focus protects residents in the context of promoting the quality of care within everyday direct experience. In the context of maltreatment, this includes not only things such as interpersonal relationships but also tacit, direct experiences related to areas as diverse as environmental planning, palliative and end-of-life care, nutrition, socialization, engagement, availability of suitable and desirable activities, and appropriate, holistic, individualized care that is outcome based for positive living and dying.
Using a comprehensive multisystems approach allows the many factors that contribute to maltreatment in care homes to be addressed. Thus, abuse of older residents is not a unidimensional phenomenon, and policy needs to incorporate the diverse areas that influence the resident's experience of care delivery.
Review of inspection reports on care homes
Policy development is enhanced through the integration of findings from regulatory inspection reports. These reports identify important issues of concern and point to areas of potentiating risk management. Two recent reviews examining issues arising from official reports on elder mistreatment in care homes identify similar issues. 45, 87 Hyde et al 45 suggest four organizational factors that affected the quality of care in an examination of nine published reports from 2000 to 2009 in the UK and Ireland. These are infrastructure, management, staffing, resident population characteristics, care home culture, and macrostructural factors such as changes in ownership, financial pressures, or ineffective external agency monitoring. In a review of eleven care homes deregistered by the Irish Health Information and Quality Authority in the period 2010-2012, Lafferty et al 87 found similar organizational issues leading to failures in care, namely, environmental factors, institutional factors, practice factors, and resident-related factors. These findings also reinforce the necessity for policy to take a comprehensive multisystemsbased approach.
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Education and training
For maltreatment to be recognized, staff, residents, and the general public need to be aware of what precisely constitutes abuse. This also requires a critical approach to taken for granted ageist attitudes in society, policy, and legislation. One of the prominent ways of raising awareness is through staff education and training as well as public campaigns, which emphasize anti-ageist messages. Many studies have identified raised staff awareness of maltreatment via educational initiatives. 88, 89 However, these studies tend to be single-point evaluations, many undertaken at the end of the training program, where sensitivity to maltreatment is heightened. Some studies identified the limitations of current educational programs 89 with Smith et al 90 emphasizing that a focus on more interactive and personally relevant programs has the ability to imbue a deeper understanding of the issue. Being aware of all aspects of maltreatment is essential, but equally is the broader focus on ensuring that staff competencies and skill mix are appropriate and match the needs of the residents and that the environment is, itself, safe and conducive to enhancing the quality of life of the residents. In reality, education should be guided by a continuous practice development focus on safeguarding residents, which not only meets the criteria of any regulatory body but also responds to an objective implementation of the standards of care supported by independent assessment and which integrates a critical consideration of how local problematic issues can be addressed. The challenge for the national policy is to ensure that adequate standards are guaranteed, while ensuring that localized problems are attended to on a continuous basis, using a risk management approach.
Whistle-blowing
Whistle-blowing involves the disclosure to formal authorities of information that is abusive, illegal, or dishonest 
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Protecting care home residents from mistreatment and abuse within an organization. Within policy for older people in care homes, the facility of whistle-blowing is important for ensuring that appropriate standards and patient's safety and disclosure of harm or potential harm are considered an absolute obligation. 91 Care homes are particularly important sites for having comprehensive whistle-blowing policies as resident issues, such as cognitive impairment, unequal power relationships, dependency, fear of repercussions, and having no alternative suitable domicile, can make disclosure by residents difficult. Yet, in some circumstances, there remain negative consequences that are experienced by whistle-blowers. 92, 93 For example, although frontline staff are aptly placed to report concerns, 4 reporting may lead to the staff member being ostracized, demoted, scapegoated, or even resigning over the negative responses. 92 However, within regulated professions, sanctions may be enforced if whistle-blowing does not occur leading to a potential dilemma, namely, the fear of consequences of reporting and the fear of consequences of not reporting that may be influenced by loyalty to colleagues or a belief that their voice would not be heard or make a difference. However, some commentators' question the value of this dichotomous choice, suggesting that there should be a spectrum of responses that equate to the gravity of the infringement. 4 Within the context of serious case reviews of neglect, maltreatment, or malpractice, Kelly and Jones 3 note that there are two avenues of whistle-blowing: internal within the organization or external, such as to a regulatory body, the police, or media. However, a robust policy demands a concerted response in the context of the obligation to investigate in a comprehensive way and within a defined timespan. Yet, studies have demonstrated that even in the event of a whistle-blower disclosing a concern, these reports may be ignored or get only a token response. 73, 91 Such poor care can then become common and, consequently, assume a status of normalization. 3 Thus, to avoid such challenges, policy needs to foster disclosure of poor care and ensure that this is within a culture of nonvictimization and appropriate, timely response follow-ups.
Conclusion
This paper has considered the issue of abuse in care homes for older people and specifically argues for a multisystem approach to policy. Policy that neglects the multiple layers of protection will ultimately fail and fail consistently and spectacularly. The experience of care is dependent on alignments of a multisystems approach from the national policy to local policy that dictates organizational systems and person-centered outcomes. Such organizational systems filter down to direct care provision and the experience of care. Ensuring care is delivered in a person-centered way means personhood and human rights are fully articulated and adopted as a standard in all aspects of care delivery. As care standards expressed in policy must be guaranteed, independent regulatory bodies, supported by legislation, are essential components of policy implementation. Policy must direct that staff have regular training in issues related to everyday interactions with older people and sensitive person-centered care delivery. This essentially includes a proactive and reactive risk management ethos, which must be balanced with residents' autonomy, will, and preference. The emergence of issues connected to the context of care and understanding of maltreatment in recent research also demonstrates the need for continuous policy reform. For example, issues such as RTRA must be acknowledged and appropriate care management implemented. This means having competencies to deal with the complexities of behavioral and psychological symptoms of dementia as well as acknowledging and managing issues related to normal interpersonal conflict. Policy must also ensure safe open disclosure or whistle-blowing regarding issues of concern. The imperative is to ensure residents, staff, relatives, and others are encouraged to communicate concerns that are dealt with contemporaneously and in a nonvictimized way. Finally, to use the adage "the proof is in the pudding" only then, through a cascading national policy for implementing quality of care and a quality-assured local policy of guaranteeing care, can protecting residents in care homes be a realistic and viable experience.
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